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ABSTRACT
Background: The value of establishing roles for people with lived experience of mental distress within
mental health services is increasingly being recognised. However, there is limited information to guide
the introduction of these roles into mental health services.
Aims: This study details the development and evaluation of a new mental health peer worker role,
the Lived Experience Practitioner (LXP), within an NHS Trust.
Methods: A three-phase exploratory mixed-methods approach was used. Qualitative data were col-
lected and analysed in the first phase. The qualitative findings were then translated into the formal
procedures for introducing LXPs into the Trust, with the approach examined quantitatively in the
third phase.
Results: The qualitative analysis identified five themes; role design, training, piloting, career pathways
and communication. These formed the basis for working groups (workstreams) which developed poli-
cies and procedures for introducing the LXP role into the Trust. Twenty-eight applicants commenced a
training programme with 10 successful completions. Seven LXPs were employed by the Trust and
were still in their posts after 2 years.
Conclusion: In this study, three areas were viewed as important when introducing LXP roles into men-
tal health services; organisational support, the training programme and employment procedures.
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This study examines the development and introduction of a
new mental health peer support worker role, the Lived
Experience Practitioner (LXP), in a UK National Health
Service (NHS) Trust. The term Lived Experience
Practitioner (LXP) was selected by service users who wanted
to differentiate their job title from the more traditional des-
ignation of peer support worker with the title formally
adopted by the Trust. Service users viewed LXP as appropri-
ate for the role as it explicitly recognised their lived experi-
ence as a major element in how they offered support and
care for people with mental health problems. In the paper,
the term Lived Experience Practitioner is used to describe
the functions and activities related to the Trust role while
the term peer support worker is used when detailed by
other authors.
Peer support work
Formalised PSW roles are becoming more familiar with 862
recorded as working within NHS mental health services
during September 2019 (HEE, 2020). In the United
Kingdom, clinical guidelines encourage the employment of
peer workers who have recovered or remain stable (NICE,
2014) with Gillard et al. (2017) noting the majority of NHS
Mental Health Trusts employ peer workers in some capacity
across a range of services. Peer Support Workers (PSWs)
use their own lived experience of mental distress and social
recovery to offer hope and provide support to those in crisis
or at an earlier stage in their recovery (Bradstreet & Pratt,
2010; Gillard et al., 2013; Repper & Carter, 2011). They also
help service users and staff gain insight into each other’s
perspectives (McLean et al., 2009).
To help successfully introduce PSW roles, Gillard et al.
(2017) suggest collaborative working allows service develop-
ments to be informed by service users who are best placed
to know what works with regular meetings between clinical
teams and PSWs viewed as helpful (Repper & Carter, 2011).
Ensuring role clarity is also seen as important (Gillard et al.,
2013; MacLellan et al., 2015; Watson, 2012) while the use of
reasonable adjustments helps retain PSWs (Byrne et al.,
2018). Ibrahim et al. (2020) note a potential barrier to
CONTACT Victoria Stirrup victoria.stirrup@canterbury.ac.uk Faculty of Medicine Health and Social Care, Canterbury Christ Church University,
Canterbury, UK
 2021 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives License (http://creativecommons.org/licenses/by-nc-nd/4.0/),
which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited, and is not altered, transformed, or built upon in
any way.
JOURNAL OF MENTAL HEALTH
https://doi.org/10.1080/09638237.2021.1952956
introducing PSW roles is organisational culture as services often
adopt a risk-averse approach. The importance of preparatory
role-specific training and support when introducing new PSW
roles is encouraged (Rebeiro Gruhl et al., 2016) to acknowledge
the credibility of PSW roles (Gillard et al., 2014; Gillard &
Holley, 2014), develop clear role expectations (Simpson et al.,
2018) and support acceptance of roles amongst non-peer col-
leagues (Collins et al., 2016). Despite this guidance, there
appears to be limited information describing the introduction of
a PSW role into a Trust setting and evaluations of this introduc-
tion. This study sought to detail the procedures used to develop
the LXP role in one NHS Trust and examine outcomes follow-
ing its introduction.
Aims
The aim was to examine the introduction of LXPs into the
adult mental health workforce of an NHS Trust. The objec-
tives were to:
 identify the important factors required for the implemen-
tation of LXPs into the Trust
 record the procedures used to support the introduction
of LXPs into the Trust
 examine the number of the LXP’s employed by the Trust
and the retention rates.
Method
A three-phased exploratory sequential mixed-methods
design (Creswell & Plano Clark, 2018) was used (Figure 1).
Qualitative data was collected and analysed in the first
phase. The second, development, phase was where the quali-
tative findings were translated into an approach to introduce
LXPs into the Trust, with the approach examined quantita-
tively in the third phase.
An LXP project management group was established
which included service users, managers, clinicians and pro-
ject lead (the first author). The implementation followed the
four sequential stages for establishing peer worker initiatives
recommended by Repper (2013); preparation, recruitment,
employment and ongoing development.
Phase 1: qualitative data collection and analysis
Qualitative data was collected to identify the important fac-
tors for inclusion in developing LXP roles through two
activities: (i) three focus groups and (ii) round table
discussions.
All participants provided informed consent before the
focus groups. A purposive sampling approach was used
(Clarke & Braun, 2013) with individuals involved in existing
peer support initiatives (i.e. user engagement activities, vol-
unteering and service-user researcher projects) contacted by
the research team via email and invited to participate. The
process of conducting focus groups was guided by the prac-
tical approach detailed by Krueger and Casey (2014). The
key questions asked were:
 What are the key elements of peer support?
 What tasks would be appropriate for peer support work-
ers to undertake?
 What should be included to develop peer support?
The groups were audio-recorded and transcribed.
A Trust-wide engagement event was also held for staff
and volunteers engaged in service-user involvement or
informal peer support activities. The event showcased the
LXP project and other Trust social inclusion initiatives with
presentations sharing clinicians’ and service users’ experien-
ces of co-production and informal peer support. The event
was attended by Trust service users, clinicians and manag-
ers. Information about the study was shared with all attend-
ees, upon registration, with everyone invited to participate
in guided round table discussions groups. Fifty-five partici-
pants volunteered and were involved in six round table dis-
cussions with each table containing service users, clinical
staff and managers. Written consent was obtained from all
participants before the start of the discussion. Participants
were asked one central question; “What factors are consid-
ered important when introducing new peer support roles
into the Trust?” The facilitator aided the discussion through
prompts, such as what do you think should be included in
an LXP training programme and which Trust sites would be
best to use for the initial introduction of LXPs. Each table
had between 8 and 12 participants plus a facilitator and
scribe who were members of the project team. The scribes
noted down specific comments that were consid-
ered important.
The focus group and round-table discussion data were
combined before being coded and organised into themes
using Clarke and Braun’s (2013) thematic analysis process.
This has six phases:
 Familiarisation with the data: Reading the data, noting
down initial ideas.
 Generating initial codes: Coding features of the data
across the data set.
 Searching for themes: Collating codes into poten-
tial themes.
 Reviewing themes: Checking the themes in relation to
the coded extracts and the entire data set.
 Defining and naming themes: Refining the specifics of
each theme.
 Producing the report: Selection of extract examples.
The lead author undertook the thematic analysis. The
codes/themes were shared with members of the project
team and revisions were made before agreeing with the
final themes.
Phase 2: the introduction of LXPs into practice settings
To support the developments and introduction of LXPs into
the service, several working groups (called workstreams)
were established based on the themes identified in phase 1
of the study. The workstreams were composed of clinicians,
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Trust management, support staff (from human resources,
occupational health and finance) and service users.
Attendees at the engagement event were invited to register
their interest in being part of a workstream based on their
experience and interests. Once the areas of focus for the
workstreams had been agreed upon, those who had regis-
tered an interest were contacted and invited to join one of
the workstreams. The workstream’s developed policies and
practices to support the introduction of the LXPs into the
Trust. The groups met monthly and reported to the project
management group who incorporated these recommended
policies and procedures into an overall set of practices.
Phase 3: quantitative data collection and findings
Phase 3 of the study recorded quantitative information
obtained from Trust records concerning the number of
applications for training, the mentors supporting the train-
ing programme and the numbers employed by the Trust fol-
lowing successful completion of the training.
Ethical approval
Health Research Authority approval was obtained through
the Research and Development department at Oxleas NHS
Foundation Trust. Approval was also given by the Research
Ethics Panel at Canterbury Christ Church University (Ref:
17/FHW/17-007).
Results
Phase 1: qualitative findings
Three focus groups were conducted. The first group com-
prised of service users (n¼ 5), the second of clinical staff
(n¼ 4) and the final group of Trust organisational leaders
(n¼ 4). Each was facilitated by the first author and another
member of the project team and lasted 45–90min.
Five key themes were identified and detailed in Table 1;
role design, training, pilot, career pathway and
communications.
Theme 1: role design
This highlighted the importance of clearly defining LXP
roles and ensuring their relevance for the services where
they would work.
“It’s a support role…They could support, for example, a group
co-facilitator with the therapist.” (Organisational leader
focus group)
“Roles can be specifically created for peer support workers
where they are giving kind of practical, hands-on guidance
about, “this is what I went through and this is what you do.”
Because a professional will not be able to tell you that because
Focus groups Training No. applicaons for training
Engagement event Mentoring No. accepted for training
Workstreams Recruitment No. compleng training
Project steering group Employment No. mentors to provide support
No. LXPs employed
















Figure 1. Exploratory sequential design of introduction of LXP roles (after Creswell & Plano Clark, 2018).
Table 1. Qualitative analysis.
Theme Three focus groups (n¼ 13) Engagement event (n¼ 55) Workstreams
Focus group comments Engagement event comments
Leads to
Objectives
Role design Roles should fit with the
services they are
working in
Roles to be clearly defined To design LXP roles








Piloting Roles should support service
users at points
of transition
LXPs working in non-clinical
support roles
To devise a strategy to pilot
roles and identify sites
Career pathways Importance of a career
pathway for LXPs
Ongoing Support beyond
training with a clear
understanding of the role
in the wider organisation
To establish LXP roles in
the Trust
Communication Lived experience should
inform the internal Trust
communication strategy
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they haven’t been through that… So, using the kind of practical
experience that they have.” (Organisational leader focus group)
“Roles should be an appropriate fit to the services they are
working within” (Round table)
Theme 2: training
It was important that any training programme used both
taught sessions and practical experience to prepare for LXP
roles with training also needed for clinical staff.
“Trainees need practical experience… in addition to taught
input.” (Round table)
“Need to learn about the equality and diversity of situations. It’s
all part of understanding the person that you’re with so that
you don’t offend.” (Clinical staff focus group)
“Key part of the training is that we are talking about peer
support workers working with other staff and that there’s
training for the other staff so that they know what they can ask
or expect from a peer support worker.” (Service user
focus group)
Theme 3: piloting
It was important to pilot procedures for introducing LXP
roles into the Trust, such as identifying suitable locations
for piloting LXP roles.
“You can definitely see a role, say, on each ward (where) there
is (existing) peer support workers attached.” (Organisational
leader focus group)
Theme 4: career pathways
Career progression was important including the possibility
of assuming management roles.
“A peer worker would be very high up in manager roles. It’s
good because they’ve (staff) got their professional background
and people (users) have their life experience of mental health
problems which would just help them to understand.” (User
focus group)
“I think it’s also about how they are supported so that if, in an
ideal situation, peer support workers are feeling supported
enough that their personal development is at the heart of it all.”
(Organisational leader focus group)
Theme 5: communication
There was a need for a clear communication strategy to
widely disseminate information about the project.
“(The) project needs to be communicated throughout the
Trust.” (Round Table discussion).
“Recovery leaflets are always pretty current, aren’t they? We’re
not involved with communications but maybe we should be?”
(Service user focus group)
Phase 2: introduction of LXPs
The themes identified in phase 1 were used as the basis for
establishing five workstreams (Table 1). The workstreams
developed policies and practices informing the introduction
of LXPs into the Trust, detailed below.
Pre-appointment training
A 12-week pre-appointment training programme was devel-
oped. The programme was primarily developed by the train-
ing workstream and further informed by examining external
peer support worker training programmes (Repper &
Watson, 2012). The training covered: work readiness skills,
recovery, self-management, personal development, social
inclusion, focus on self, peer-to-peer working and working
in systems. Sessions were delivered by a Trust facilitator,
service users and health care professionals.
The trainees kept a written portfolio using reflective writ-
ing to demonstrate their understanding of the LXP work
role. The course facilitator had an experience of teaching
healthcare in adult education settings and was encouraged
to submit draft written work for comment with individual
tutorials also supporting the reflective writing process. The
assessment criteria for portfolios was adapted from an
accredited work-based learning programme (Griggs et al.,
2015). Training portfolios were assessed by the course facili-
tator and the Trust lead for social inclusion and evaluated
as either a pass or referral. Trainees were eligible to apply
for paid LXP roles once passing the training. The initial
training programmes were offered to existing Trust volun-
teers and promoted via emails, flyers and face-to-
face meetings.
Mentoring programme
This programme was predominantly informed by work
undertaken in the training and role design workstreams.
Individual trainees were assigned a mentor from either a
clinical, management or support background to provide
insight into Trust processes and build relationships with
non-LXP colleagues. Support for mentors was offered via a
preparatory training session and support meeting during
training. Preparatory training for mentors included detailed
information about the LXP role, how to reflect on LXP’s
strengths and weaknesses and techniques to support LXPs
to develop and apply their skills. The training was informed
by best practices from the Trust’s existing Black, Asian and
Minority Ethnic (BAME) mentoring programme. A mentor-
ing guide was developed detailing the advice and support
offered. Each mentor and trainee met a minimum of three
times during the twelve-week training programme with the
mentor also providing shadowing opportunities for
the trainee.
Recruitment
The recruitment strategy was guided by the role design,
piloting and communication workstreams. Following suc-
cessful completion of the training programme, individuals
were eligible to apply for LXP roles advertised via the UK
NHS jobs website. This included a Trust-wide strategic Lead
LXP post which also entailed supporting the other LXPs. All
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applicants were encouraged to disclose disabilities when ini-
tially contacting the Trust to enable access to reasonable
adjustments including hard copy versions of application
packs and later interview start times.
All shortlisted applicants were invited to a central recruit-
ment day. On arrival, applicants were given information
about the structure of the day, the interview process and
clinical areas recruiting LXPs. Interviews were held with
representatives from service recruiting to LXP posts. This
ensured services were familiar with successful candidates
before LXPs joining teams. Applicants were notified of the
outcome of their interview by phone call and formal letter.
Employment
Roles were established in a range of community and ward-
based services with the employment process guided by the
role design, piloting and career progression workstreams.
LXP posts were converted from vacant Health Care
Assistant (HCA) posts and graded at a similar level apart
from the Lead LXP grade which was comparable to a newly
qualified nurse or occupational therapist. Ongoing supervi-
sion for LXPs was provided by mentors. LXPs also had
access to a Continuing Development Programme led by the
Lead LXP.
Phase 3: quantitative findings
During the period of the study, two cohorts of service users
undertook the training programme (Table 2).
Recruitment to pre-appointment training
The first two training programmes received 38 applications
(18 for cohort 1 and 20 for cohort 2) with 28 attending the
training programme (12 for cohort 1 and 16 for cohort 2).
The reasons for being unsuccessful included, not yet able to
complete a training programme and being perceived as
needing to gain greater experience of volunteering work.
Two applicants not offered a place in the first cohort joined
the second training cohort after gaining further experience
of volunteering.
Pre-appointment training
Six trainees successfully completed the training in cohort 1
and four in cohort 2. The main reasons for non-completion
were; incomplete or non-submission of the portfolio
(n¼ 10) and leaving the programme (n¼ 8) (i.e. paid
employment elsewhere, further study other volunteering
opportunities, health issues and personal factors).
Twelve mentors were recruited in both cohorts to sup-
port the trainees. Mentors came from a variety of clinical,
management and support staff backgrounds. In cohort 2,
some mentors supported more than one LXP trainee.
Employment and retention of LXP roles
Specific job descriptions were developed that detailed the
“lived experience” role the appointees were being asked to
perform. Across the two cohorts, ten individuals were eli-
gible to apply for paid LXP roles with seven employed. The
details are noted in Table 3. One Lead LXP and six LXP
HCAs were appointed to different services in the Trust. The
majority were employed in a part-time capacity. All seven
LXPs remained in post-two years after appointment.
Discussion
To introduce LXPs into the adult mental health workforce
of an NHS Trust, a three-stage process was adhered to iden-
tifying important areas to be incorporated into the develop-
ment of LXP roles, incorporating these factors into an
implementation process and recording the impact of these
interventions in relation to training and employment.
Throughout this process, all policies and procedures were
developed collaboratively with staff and user involvement in
all decision-making. The preparation stage of the LXP pro-
ject identified five areas that guided the focus of the work-
streams in developing coordinated policies and procedures
Table 2. Training programme.
Trainees No. applications No. on programme No. successful completions Mentors
Cohort 1 18 12 6 Clinical n¼ 9
Management n¼ 3
Support n¼ 0
Cohort 2 20 16 4 Clinical ¼ 7
Management ¼ 4
Support ¼ 1
Table 3. Employment and retention.
Role Area of work Working hours—full time equivalent (%) In role after 24 months
Lead LXP Adult mental health 100 Yes
LXP HCA Adult mental health 80 Yes
LXP HCA Adult mental health 80 Yes
LXP HCA Adult community 70 Yes
LXP HCA Adult community 40 Yes
LXP HCA Home treatment 100 Yes
LXP HCA Day treatment 50 Yes
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to support the introduction of LXPs into the Trust. This
resulted in 28 applicants recruited to a training programme
with 10 successfully completing the programme and seven
employed by the Trust in newly created LXP posts in the
Trust. When reviewing the process, three areas can be
viewed as of crucial importance when introducing LXP roles
into this Trust: organisational support, the training pro-
gramme and employment procedures.
Organisational support
Underpinning the introduction of the LXP role was strong
support from the Trust. This created a supportive working
environment (McLean et al., 2009). Support from the Trust
came in a range of ways; actively supporting the strategy
through providing resources for training and supervision,
creating LXPs posts in the Trust and encouraging all staff
(clinical and support) to contribute to the development
work. This support was further reinforced by internal and
external organisational statements in support of the LXP
roles (Repper, 2013). The development of LXP roles was
part of a more extensive and consistent vision to create sus-
tainable user involvement in the development of services as
advocated by Gates and Akabas (2007). This included estab-
lishing a user research group, a support group for staff
members identifying as having mental health difficulties and
using co-production within service re-design. Without the
organisational support, it is unclear whether the roles would
have been developed or whether Trust staff and users would
have become involved in the development and implementa-
tion of the LXP role.
Training programme
Applying for an LXP role was dependent on successfully
completing a training programme. Therefore, there was a
need for access to appropriate training (Bradstreet & Pratt,
2010; Gillard et al., 2013; Repper & Carter, 2011). The train-
ing programme prioritised practical and taught input as
important components. It included examining when and
how to share lived experiences and disclose personal infor-
mation (Repper, 2013). There was also an examination of
LXP roles in different settings to give an overview of the
different locations they could be employed (Castelein et al.,
2008; Cook et al., 2012; Moll et al., 2009). The programme
was developed in parallel with the development of employ-
ment procedures allowing the programme to focus on the
requirements of the LXP role. The training was augmented
by LXP trainees being mentored and shadowing current
staff. This provided the trainees with insight into Trust
working, helped build positive relationships with these expe-
rienced staff members and allowed them to consider how
LXP roles could be encompassed into existing services
(Collins et al., 2016; MacLellan et al., 2015).
Thirty individuals were enrolled over the period of the
study with ten successfully completing the training. In the
UK, Simpson et al. (2014) reported 13 out of 18 (72%) suc-
cessfully completed the peer worker training with similar
success rates recorded in two Hong Kong studies (Tse et al.,
2014; Yam et al., 2018). These rates contrast with the figure
of 36% in this study with ten of the trainees not completing
the training due to incomplete or non-submission of their
portfolio. This suggests there were problems with what was
being asked of the trainees in developing a portfolio, and
the need to revisit the assessment procedures, including
whether developing a portfolio is the best approach. There
have been suggestions peer support workers need to demon-
strate a certain degree of recovery to undergo training for
roles (Ley et al., 2010, Repper, 2013). Health issues and per-
sonal factors only accounted for two non-completions sug-
gesting trainees in this study were able to deal with the
stressors attached to undertaking a training programme.
Employment procedures
Seven out of ten trainees who completed the training gained
an LXP position at the Trust. This is slightly more than the
61% of the successful trainees employed in Simpson et al.
(2014) study. This suggests the training programme sup-
ported those successful trainees in developing knowledge
and skills that met the requirements of services in the Trust.
All seven LXPs were still in employment at 24months post-
appointment. Several factors are likely to have contributed
to the high retention rate in this study. Gillard and Holley
(2014) stated there was evidence a clear job description for
peer workers facilitated good team working. The role design
and career progression workstreams included clinicians, ser-
vice users, managers and HR personnel allowing job
descriptions to be created that met relevant employment
protocols and were clear in terms of determining what
responsibilities and functions the LXPs would be tasked to
do. The duties and scope of the LXP roles were mirrored by
the content of the training programme. Ehrlich et al. (2020)
found PSWs were embraced as legitimate team members
when they shared the existing beliefs and values of the clin-
ical team. In line with recommendations from Repper and
Carter (2011), the LXPs and team managers were able to
discuss the nature and fit of the role at the recruitment
event. This helped place LXPs in appropriate roles which
were not too stressful or isolated (Repper, 2013). Gillard
and Holley (2014) noted resistance among existing staff
could also be encountered when a peer worker role was
introduced into a team in place of an existing staff role. The
decision to only create LXPs roles in existing vacant HCA
positions may have helped reduce resistance amongst cur-
rent staff. The use of “reasonable adjustments” for LXPs in
the workplace as recommended by Repper (2013) resulted
in many LXPs choosing to work part-time which allowed
them a period of acclimatisation to a new working environ-
ment. McLean et al. (2009) also found it was important to
ensure services were able to recruit to peer support worker
posts once they had been established. Planning for these
new posts to be promoted at the same time as the end of
the training programmes allowed the LXPs to be recruited
to newly-created posts.
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Limitations
This study had a small sample size and focused on introduc-
ing the LXP role to one NHS Trust. It is not possible to
make generalisable statements from an examination of
one project.
Conclusion
This study found LXP roles were able to be successfully
developed and introduced to an NHS Trust with the voices
of service users and staff included in the development. In
this study, three areas were considered important for the
development and implementation of these roles; organisa-
tional support, the training programme and the employment
procedures.
Strong formal and informal organisation support encour-
aged members of staff from several areas in the trust to sup-
port the development of LXP roles and encouraged service
users to become involved. The training programme con-
tained practical and taught elements focusing on preparing
the LXP trainees in developing the skills required to work
as an LXP and understanding the roles they would be asked
to undertake in the Trust. It appeared to adequately prepare
the trainees to work in services in the Trust. However, the
assessment procedures to enable successful completion of
the programme were problematic and the use of portfolios
as the assessment approach would benefit from being
reviewed. The employment procedures dovetailed with
training programme activities. Training and mentoring were
supported by clear job descriptions with the recruitment
process aiming to ensure LXPs were employed in roles
suited to their individual aspirations and expertise. The
finding that all seven initial appointees were still in past
after 24months suggests the employment procedures
were successful.
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